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Fig 1. Patch testing revealing 11 allergic reaction to tin at
96-hour follow-up.
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e76 LettersMetals are commonly associated with allergic
contact dermatitis. However, tin has been associated
with extremely low reaction rates.1 Amalgam resto-
rations have been implicated in localized as well as
systemic hypersensitivity reactions.2,3 To our know-
ledge, no cases of allergy to stannous fluoride, an
agent commonly found in toothpaste and oral rinse
formulations, have been published.4 Additionally,
small studies have suggested that contact allergies
may play a role in chronic idiopathic urticaria in a
small proportion of patients. Metals, particularly
nickel, are the most commonly associated allergens.5
Based on our findings, in select patients we suggest
that clinicians consider testing for additional
allergens beyond standard patch testing series.
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http://dx.doi.org/10.1016/j.jaad.2014.01.912Distinctive cutaneous findings due to a rare
complication from a warming device
To the Editor: Perioperative hypothermia is a well-
known complication of general anesthesia and has
been associated with numerous adverse outcomes:
increased intraoperative blood loss, surgical wound
infections, cardiac events, and duration of hospital-
ization. Maintaining patients in perioperative
normothermia has become a routine practice with
forced-air warming (FAW) devices, such as the Bair
Hugger warming blanket (Arizant Healthcare, Eden
Prairie, MN), a commonly used device. These de-
vices are generally very safe and complications have
largely been limited to misuse, such as directly
blowing of warm air onto a patient without a
blanket.1 Rare cases of thermal burns secondary to
FAW devices have been reported in children, and
only 1 case report of an adult who suffered a first-
degree burn.2-4 We report a unique case of an adult
patient who suffered thermal burns secondary to a
properly used FAW device.
A 64-year-old man was evaluated as an inpatient
dermatology consultation on the surgical floor for
bilateral and symmetric vesicles on the medial
aspects of his lower legs (Fig 1). His hospital course
was significant for a pulmonary isolation surgical
procedure the day before presentation. The patient’s
medical history was significant for cardiomyopathy
and obesity (BMI 32.9). At presentation the patient
was alert, well appearing, and in no noticeable
distress. Examination revealed discrete erythema-
tous intact vesicles approximately 3 to 6 mm in
diameter. The lesions were well circumscribed and
distributed linearly and regularly, with each vesicle
exactly 1 cm apart. They were more extensive on the
right leg than the left leg. Palpation elicited great
tenderness. Upon further investigation, it was found
that the patient had an FAW device placed on both
legs during the uneventful procedure, and the
pattern distribution of the cutaneous lesions
perfectly aligned with the pattern of the ventilation
pores found on the device blanket.
These unique cutaneous findings, along with
the patient’s cutaneous history, led to the diagnosis
of superficial partial-thickness thermal burns,
Fig 1. Superficial partial-thickness thermal burns caused
by a forced-air warming device used on a patient who
underwent a procedure with general anesthesia (right
lower leg shown). Vesicles were tender with surrounding
erythema (3 to 6 mm in diameter), linearly and regularly
distributed (exactly 1 cm apart), on the inner medial aspect
of both lower legs.
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this patient with poor vascular circulation.
Hypoperfusion is a risk factor for thermal injuries
with the use of these devices, as cautioned in the
manufacturer’s guideline.5 This is also consistent
with other reported cases in which burns occurred
when FAW devices were used in patients with
congenital cyanotic heart disease or during pro-
cedures such as aortic clamping.2,4
Nonetheless, FAW devices are generally safe and
rare cases of thermal burns should not dissuade its
use. A blanket cover between the patient and
warming blanket to avoid direct contact may be
used as a preventive measure. Our patient was
instructed to keep his lower extremities elevated, to
apply Silvadene to the affected areas, and to not
debride or unroof the vesicles. The surgical team
was also reassured and informed of the adverse
effect caused by this FAW device. With these
recommendations, the patient experienced an un-
eventful, full recovery without any residual lesions or
scarring.
Eliciting the surgical history is key to the proper
diagnosis of FAW device thermal burns and it can
easily be misdiagnosed without this necessary infor-
mation. It is important for dermatologists to be aware
of this potential complication and its specific cuta-
neous findings.AKP would like to thank Elizabeth Huynh for her
editorial contribution.
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Reactive hemophagocytic syndrome in a
patient with adult-onset Still disease
To the Editor: A healthy 37-year-old woman pre-
sented with a 2-week history of fever, arthralgias
affecting knees and wrists, and an evanescent rash.
The rash presented every day and favored the
trunk, extremities, and face (Fig 1, A). Clinically,
she had erythematous macules and papules scat-
tered over her trunk, neck, and extremities, which
exhibited the Koebner phenomenon. There was no
evidence of pharyngitis, cervical lymphadenopa-
thy, hepatosplenomegaly, pleuritis, or pericarditis
on physical examination. Blood work was signifi-
cant for a white blood count (WBC) of 17.6
(normal: 3.5 to 10.5 3 109/L) with more than 80%
neutrophils, C-reactive protein was 167 (normal:
\10 mg/L), erythrocyte sedimentation rate was 71
(normal: 0 to 10 mm/hr), and ferritin was 4422
(normal: 11 to 307 g/L). An infectious workup
was noncontributory and an autoimmune screen
was negative.
